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Good morning. My name is Lisa Weiss. 1am pleased to have the
opportunity to participate in this important dialogue regarding the
role and use of information technology to improve the quality,
safety, access and affordability of health care delivered across
Connecticut. I am the Health Policy Advisor at Qualidigm, a
private, non-profit organization, located in Middletown, committed

to the continuous improvement of health care across all settings.

Qualidigm performs its work on behalf of Medicare, Medicaid,
academia and the private sector to measure, evaluate and improve
heath care. We approach our work in a collaborative manner
working with providers, consumers, business, payers, academia
and health policymakers to achieve our mission. For example,
Qualidigm has participated in and supported the development of
eHealth Comnecticut, the multi-stakeholder statewide organization
that presented to you earlier this week on both the status of their
Health Information Exchange (HIE) efforts and the importance of
the state’s leadership and participation in the task at hand.

Qualidigm is very enthusiastic about the prospect of information
technology adoption and its use across the health care delivery
system to improve the quality, safety, access and affordability of

health care delivered across Connecticut.
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For years, Qualidigm, in our neutral capacity, has seen the
fragmentation that exists across the delivery system, the silo
approach to treatment by setting, and the absence of or duplication
of tests and reports regarding the appropriate treatment of patients.
At the same time, we have actually observed that, given credible
information and tools, providers are not only motivated to but also
do change behavior and care processes that ultimately lead to
improved patient outcomes. We have seen as well the growing
interest and even excitement of providers regarding the opportunity
to forge ahead into the challenging waters of hegith information

technology.

There are three points I want to underscore today:

1) HIT adoption through electronic medical records is
“underway in Connecticut, in part, with éupport from Medicare.
As Medicare’s Quality Improvement Organization, Qualidigm is
working across the state to educate clinicians regarding the
adoption and use of electronic medical records. We have been
funded to work intensively with 5% of primary care practicing
physicians to assist them in navigating HIT readiness assessments
and implementation, and the redesign of their practices and care

processes as a result of HIT adoption.
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2)  Clinicians are more interested in HIT adoption than
might have been expected. Qualidigm, working in concert with
eHealth Connecticut and the Connecticut State Medical Society’s
IPA, designed and conducted a survey of 2,366 CT medical offices
representing 6,956 physicians regarding their baseline knowledge,
readiness, interest in and use of electronic medical records. The
results are both favorable and promising. Attached to my written
testimony is a just published article in Connecticut Medicine on the
results of the survey. Of those who responded, 16% indicated that
they were already using some form of electronic medical record
and another 25% are contemplating purchase within the next year. ‘
Current ePrescribing use was reported at 7% and another 20% have

plans to purchase ePrescribing capability within the year.

3) The adoption and use of health information technology
across the delivery system has those committed to quality
improvement like Qualidigm genuinely excited by the promise
of things to come such as a reduction in medical errors,
improvement in the management of chronic disease and the health
status of our residents, and from another perspective, value based
purchasing. This promise is the very reason that Qualidigm came
to the table with other early adopters to support the launch of
eHealth Connecticut. Those of us who share this quality vision

cannot wait to get started.
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In closing, let me thank you for this opportunity to share our
thoughts and to hear those of others. We commend you for your
leadership. I stand ready to make myself available for questions

either now or in the future.

For further information, please contact:

Lisa Weiss Marcia Petrillo

Health Policy Advisor Chief Executive Officer
Qualidigm Qualidigm
(860)-298-9080 (860)-632-6328
weisslk@comcast.net mpetrilio@qualidig;m.org
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ABSTRACT—Qualidigm and the Connecticut State
Medical Society—Independent Practice Association
(CSMS-IPA), Inc. have conducted a survey of the
physicians participating in the CSMS-IPA to assess
current use of health information technology in their
offices and their plans for future use. The survey was
conducted to assist ellealth Connecticut, a Connecticut-
based nenprofit organization, in its charge o promote
electronic health information exchange in Connecticut.
The survey was distributed to 2,366 medical offices
representing 6,956 physicians in Connecticut. Survey
results revealed that the most commonly utilized types
of technology were practice managementsystems (70%)
and e-mail (64%). The most common barriers to the
adoption of new technologies were cost (71 %) and time
requirements (39%). Primary-care providers and small
practices were more likely to cite cost as a barrier to
technology implementation. Despite these challenges,
many physicians reported plansto implement electronic
medical records (25%) or electronic prescribing {20%)
in the next year.
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Introduction

EALTH information technologies, including elec-
Htronic mediéal records (EMRs), patient registries,

and computetized physician order entry {CPOE),
are considered vital to improvement of health-care quality,
efficiency and safety. Benefits to medical practices using
these technologies include improved quality, redy ced medi-
cal error rates, enhanced cost-effectiveness, and greater
consumet involvement in health-care decision-making.'
While the benefits of health information technology are
clear, integrating technology intothe health-care workplace
has been slow,>

The process of introducing EMRs intd clinicul practice
has been particularly slow. In 2004, President Bush issued
an exccutive order establishing the Office of the National
Coordinator for Health Information Technology, with the
mission “to provide leadership for the development and
nationwide implementation of an interoperable health
information technology infrastructure to improve the
quality and efficiency of health care.™ Recent estimates
suggest that only 10% to 15% of physician offices cur- -
rently utilize some form of EMR. EMR adoption rates
vary by size of practice: groups with five or fawer full-
time equivalent physicians report a 12.5% adoption rate
of EMR technology, compared to 19.5% of practices with
20 or more FTEs.”

Interest in the current state of health information tech-
nology in physicians’ offices has been recently spurred in
Connecticut by the formation of eHealth Cont ecticut, a
nonprofit organization formed to develop a statew ide health
information exchange network. The goal is 12 achieve
greater quality, safety, and efficiency in the delivery of
health services in Connecticut. To determine the extent of
health information technology use in physicians’ offices,

_Qualidigm, the Quality bnprovement Organization for
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Connecticut, and the Connecticut State Medical Society
Independent Practice Association. (CSMS-IPA)} partnered
to develop and administer a survey to: (1) determine the
types of technology currently used in physicians’ offices;
(2) identify barriers to health information technology
adoption; and (3) summarize provider plans for future
technology utilization within the practice setting.

Methods

Study Population and Survey Administration

The study population of interest was all Connecticut
physicians. A convenience sample of all members of the
CSMS-IPA was used. Since approximately 85% of all ac-
tive physicians in Connecticut are CSMS-IPA members, we
felt this would be a meaningful sample. After consulting
with our Internal Review Board (IRB) organization, we
determined that no formal IRB application was necessary,
since the physician survey conveyed no risk to patients.
Tn March 2006, 2,366 Connecticut physician offices, rep-
resenting 6,956 physicians, were contacted to complete a
survey on their current and planned use of health infor-
mation technology. The CSMS-IPA contacted physician
offices using an automnated fax system and asked recipients
to complete a two-page survey (Fig.1). Respondents had
the option of retarning their replies to the CSMS-IPA by
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fax or entering their answers directly into a web-based
form (Survey Monkey).¢ A second fax, stamped “2nd
Request” was sent three weeks after the first to encourag:
participation.

Duplicate replies (those with the same practice name)
were resolved according to the following procedure: If
responses were received from an administrator represent-
ing multiple sites as well as individual practices within
the group, then only the physician replies were included.
If responses were received from both a physician and an
office manager in the same practice, then the physiciain
survey was analyzed. In the case of duplicate responses
from individuals with the same or similar title within an
office (including physicians), the earliest reply was used,

Data Analysis

Analysis was limited to medical physician offices.
Surveys returned by podiatrists (11), optometrists (6),
social agencies (5), chiropractors, naturopathic physicians,
oral surgeons, psychologists, and pediatric dentists wer:
excluded. Primary-care physician offices were definexdi
as those that listed their specialty as internal medicine,
family medicine, pediatrics or OB/GYN. Small practice:
were defined as those that employed two or fewer physi-
cians, whereas large offices were defined as those that
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Table 1.—Characteristics of Respondent Offices

N (%)
Number of Surveys Analyzed 672
Specialty of the Office
Surgery and subspecialties 153(22.8)
Medical subspecialties 118{17.6)
Internal Medicine 116(17.3)
Pediatrics 59 (8.8)
Family Medicine 58 (8.6)
OBGYN 48¢7.1)
Other 40 (6.0}
Multispecialty 24 (3.6)
Psychiatry 23 (3.4
Dermatology 21 (3.1)
No Response 7.0}
Peds subspecialty 5(0.7
Position of Respondent
Physician 285 (42.4)
Office Manager and others 387 (57.6)

employed three physicians or more. Summary statistics
were calculated on participant characteristics and current
technology use. Data were entered into Survey Monkey
and downloaded into an Access database. Associations
between current and future technology use, presence of
barriers, physician specialty, and practice size (number
of physicians) were tabulated and tested for statistical
significance with the chi square test. Logistic regression
was used in multivariable analyses because all dependent
variables were dichotomous. All data were analyzed with
SAS 9.1 software (SAS Instinute, Cary, NC).

Table 2.—Technology Currently in Use

Technology Used on a Regular Basis N (%)
Practice Management (registration,
scheduling, billing) 470 (69.9)
E-mail 432 (64.3)
Document scanning 118 (17.6)
Electronic Medical Record 106 (15.8)
Other 65 (9.7
E-aboratory 58 (8.6)
E-prescribing 48 (7.1}
Disease registries 39(5.8)
None 385D

Type of Internet Connection -
High speed 541 (80.5)
None or 1o response 76(11.3)
Dial-up 55{(8.2)

Connected to a Hospitat Information System
Yes 407 (60.6)
No 245 (36.5)
Not sure or RO Fesponse 28 (3.0)

High speed: Cable, DSL, Tt or ISDN
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Results

Description of the Samﬁle

A total of 804 responses were received, 96 of which
were duplicates, yielding a 33% response fate mong the
offices. After removal of duplicates and respondents that
did not meet the inclusion criteria, 672 surveys rei atned
for analysis. Primary-care physicians (internal medicine,
family medicine, OB/GYN and pediatrics) wer: the most
frequent respondents, followed by surgical and medical
subspecialties as detailed in Table 1. ‘

The mean number of physicians in cach office was three,
with a range of one to 40. Two hundred and ninety-eight
offices had one doctor, while an additionat on: hundred
seven offices had two doctors. The remainder of the of-
fices included in the analysis (267) employed three or
mote physicians.

Current Technology Use

The most common type of technology employed in
physician offices are practice management systems (Table
2). Four hundred seventy offices (70%) used practice man-
agement systems, which included registration, scheduling,
or billing features. Four hundred thirty-two physician
offices (64%) reported regular e-mail usage, while 118
(18%) utilized document-scanning systems, One hu ndred
six (16%) of the offices employed an electronic medical
record system, while 58 offices (9%} utilized e-laboratory
systems. Nearly 7% of physician offices utilized c-prescrib-
ing. Most offices (80%) had high-speed internet access.
Fifty-five (8%) had dial-up connections and 76 {11%)
reported no internet connectivity.

A majority of offices were also connected to at least one
hospital information systern. Four hundred se\en {61%)
reported a connection to at least one hospital, while 245
(36%) had no connection to a hospital information system.
All 31 acute care hospitals in Connecticut were represented
in the survey results. Offices that were connected to hospi-
tal information systems primarily shared laboratory (42%)
and radiology (42%) data, and, to a lesser extent, shared
discharge summaries (37%) and pharmacy datz (15%).

Barriers to Technology Utilization

The most commonly cited barrier to adopting new
technology in the physician office was cost. Five hundred
twenty-one respondents (72%) cited cost as a major barrier
to purchasing and implementing new technolc gy. Other
barriers included the time necessary to train staff und imple-
ment new systems (40%), a lack of technical proficiency
among the office staff (26%), and a lack of an information
technology culture within the office {18%). We also cxam-
ined barriers to technology implementation by phy sician
specialty. Primary-care physicians were more 1ikelv than
specialists fo cite cost as a barrier (Table 3). There was no
significant difference for other barriers.
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Table 3. Associations Between Barriers and Specialty Status

Mulsivariable Analysis of Barriers and

Technology Use Among Physicians

PCP Non-PCP
N (%) N (%) P We examined barriers to technology usc
Number of respondents 275 393 _ among physicians, after controliing for spe-
ot e0RS 26T <001 cialty, position of respondent, and practice
o8 5y ) ) . . AN
Time to train staff/implement system 109 (39.6)  151(384) 092 s‘;‘e‘.l? adjus’tedla;‘a¥yses‘ p“mfg car
Lack of IT culture 06T  T0(78 063  Prysicians e times more Jikely to
Technical proficiency of staff 66240y o439 o0gp eportcostasd barrier (P = 0.020). Fur-
Lack of physician champion 33(120)  45(115) 090 thermore, physician respondents were 2.2
Lack of organizational support 33(120)  S1(130) 064  hmesmore likely (P < 0.001) to see cost a3

Future Technology Plans

Physicians i Connecticut have plans to launch a variety
of different types of health information technology in the
upcoming year. One hundred seventy-eight offices (25%)
expressed a desire to implement an electronic medical re-
cord system, while 146 offices (20%) cited plans to launch
an e-prescribing system in the upcoming year. Physicians
‘also intend to implement document scanning {17%), prac-
tice management systems (12%), and e-laboratory systems
(12%) in the upcoming year.

Most physicians anticipate that they will use the infor-
mation captured in these systems to improve clinical care
(63%). One hundred ninety-four offices (27%) anticipated
using the information to participate in pay-for-performance
programs, while 118 (16%) planned to use the information
to participate in public reporting programs.

Patterns of Technology Use in Primary Care vs Specialty
Physicians

We examined technology use by physician specialty and
found that specialists were significantly more likely to use
e-mail in their clinical practices than primary-care physi-
cians, while primary-care physicians utilized e-laboratory
more frequently than specialists, and were slightly more
tikely to utilize e-pharmacy, although this difference was
not statistically significant.

Table 4.— Associations Between Technology Use and Specialty Status

a barrier than non-physician respondents. In
addition, physicians were twice as likely (P =10.009)to
cite a lack of information technology (IT) culture and three
times more likely (P < 0.001) to see lack of organizational
support as barriers to technology implementation than their
non-physician colleagues.

" When we accounted for covariates, smalier practices
were only half as likely (P <0.001)to implement electronic
medical records and e-prescribing systems (P < 0.001)
into their office practices. Primary-care physicians wer:
approximately 50% more likely (P = 0.038) to utilize e-
prescribing systems than nonprimary-care physicians.

Discassion

To our knowledge, this is the first comprehensive as-
sessment of heaith information technology utilization 11
Connecticut physician offices. While our survey does not
represent all of the physician offices in Connecticut, the
response rate to this survey was surprisingly high and
the results are encouraging. In addition to current and
planned technology use, our results also identify barriers
that stand in the way of technology integration into medi-
cal practice.

Our findings suggest that the majority of physician3
have already incorporated some form of health information
technology into their medical practices. E-mail and practics
management systems, including registration, scheduling,
and billing features, are the predominant
forms of health information technolog

PCP Non-PCP used in offices today. Notably, we found
N (%) N {%) P that 17% of the respondents were utilizing
Namber of respondents 375 193 - some form of electromic _medical record.
. - This figure is nearly identical to recent na-
Technology used now or plan to use it next year tional data suggesting that approximately
E-mail 184 (66.9) 306(77.9) 000 18% of physicians use electronic medical
Electronic Medical Record 100 (364) 160(40.7) 0.8 records in their offices.” Both primary-care
E-prescribing 86(31.3) 94(239) 005 and specialty physicians utilize all forms of
g"c“m“m scanning 23 (30.2) 146 (?1’7'2) 0.04 technology, although specialists and physi-
iscase registries 8(138) 41(104) 022 cians in larger offices were more likely to
E-laboratory 64(233) 65165 003 e eiecfronic medical records ’
Practice Management o i T
(registration, scheduling, billing) 224 (81.5) 314(79.9) 0974 Physicians in this survey, especially

PCP: Internal medicine, family medicine, pediatrics, OB/GYN
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major barrier to implementing technology.
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Costs incurred in the purchase of an EMR system include
not only the inital purchase cost, but also ongoing opera-
tional costs, Other studies suggest that many physicians
realize that the retum on investment for an EMR system
cannot be realized in the short run, and that savings pro-
duced from improved care efficiency often flow back to
insurers or payers as a reduction in service use.?! Given
that our results indicate that 25% of physicians who do
not currently have an EMR plan to purchase one in the
upcoming year, a significant percentage of Connecticut
physicians appear willing to absorb this cost in an effort
to improve clinical care through EMR systems.

Other important barriers to health information technol-
ogy implementation include lack of technical knowledge
and assistance regarding the purchase and implementation
of appropriate health information techmology systems. At
present, there is some information available on costs and
features of various office-based systems but little infor-
mation regarding benefits and risks of health information
systems, resources required for staff training, and workflow
redesign.? Scarce information is compounded by the prob-
}em of vendor transience, as many recent EMR companies
are no longer in business or are in precarious financial
situations.® Physicians are leery of purchasing health
information technology (HIT) whes they are uncertain of
the vendor’s sustainability.

Our survey had several limitations. First, since the
survey was faxed to physician offices, we cannot be sure
that all the surveys were received. The office fax numbers
may have been incorrect, or the survey may bave been
misplaced within the offices. Each of these factors could
contribute to an incomplete response. Second, we did not
give explicit instructions as t0 who should complete the
survey. So, we could have received responses that did not
accurately represent the state of technology adoption in
the office. Third, the survey was faxed only to physicians
who are mermbers of CSMS-IPA. Physicians who are not
CSMS-TPA members may differ in their utilization of tech-
nology, and therefore this survey cannot be generalized to

alt physicians in Connecticut. Also, only one response was
allowed per physician office, making one physician’s po-
tential response in a single physician office carrv the same
weight as a response from a larger practice of doctors.

In spite of these limitations, the current study provides
a general overview of the state of health in’ormation
technology in Connecticut physician offices. Specifically,
the study highlights the need for assistance in implement-
ing health information technology, especially for small
practices where cost is 2 serious consideration. A puralel
technology assessment is being conducted in Connecticut
hospitals under the auspices of the Information Tuchnology
Committee of eHealth Connecticut. The results of these
surveys will be incorporated into the planning of eHealth
Connecticut as it formulates its strategic plan and initial
projects.
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